The clinical history of enterogenous cysts is typically characterized by gradual progressive deterioration. These benign and potentially curable lesions should be surgically excised. 4 They can present at any age but are most frequently diagnosed in the 4th and 5th decades of life. They have a male predominance (60.4%) and present at a mean age of 6.4 years in the pediatric population. 5 We describe a rare pediatric case of a mobile lumbar enterogenous cyst resulting in intermittent neurological symptoms.
case report

History
A boy 2 years, 2 months of age was admitted to our hospital because of an episode of paraplegia. He had a language delay but no medical history of trauma or meningitis. He had had 2 similar episodes of intermittent paraplegia. Hip arthritis and Perthes disease were considered. However, radiographic and CT images of the hip joints revealed no abnormalities. All episodes had begun just after coughing, after which he was unable to walk because of back pain. After those episodes, he was able to stand and walk again after a few days of rest.
Examination
A physical examination at this third episode revealed pyramidal tract signs, including increased deep tendon reflexes (Achilles and patellar tendon reflexes) and a positive Babinski sign. Magnetic resonance imaging of the lumbar spine revealed an intradural extramedullary cystic lesion on the ventral surface of the conus medullaris. sion extended from L-1 to L-3 and compressed the conus medullaris. Both T1-and T2-weighted MRI showed that the lesion was isointense to the cerebrospinal fluid (CSF; Fig. 1 ). The preoperative diagnosis was arachnoid cyst, a symptomatic one whose appropriate treatment of choice was fenestration or extirpation. However, the patient's family desired a less invasive treatment, so we performed myelography and cyst puncture. The cyst moved from L1-L3 to T12-L1 during assessment, thus rendering cyst puncture unsuccessful (Fig. 2) . As in the previous 2 episodes, the patient was able to stand and walk again in a few days.
Two months later, he was readmitted to our hospital because of a fourth episode of intermittent paraplegia. However, the physical examination findings differed from those in the previous episode. His bilateral lower-extremity reflexes were reduced, and radiculopathy was noted. Magnetic resonance images showed that the cyst had enlarged and migrated to L3-L4 (Fig. 3 ).
Operation
The patient was transferred to Niigata University Hospital for surgery; however, preoperative MRI revealed remarkable shrinkage of the cyst (Fig. 4A) . After a short monitoring period, the cyst again increased in size but remained in the lumbar region for over 4 months (Fig. 4B) ; thus, it was extirpated through laminotomy. During the surgery, the thin-walled translucent cyst was located in the subarachnoid space, ventral to the cauda equina. It did not adhere to surrounding structures and was removed en bloc without causing injury to the neurovascular tissues (Fig.  4C) .
Pathological Findings
Histological examination revealed that the cyst wall was composed of a columnar mucinous epithelium on delicate fibrous tissue, which confirmed the diagnosis of enterogenous cyst (Fig. 5 ).
Postoperative Course
The patient's postoperative course was uneventful, with no further episodes of paraplegia. He was discharged without neurological deficit. During the 35-month followup evaluation, he had no new symptoms and repeat MRI did not reveal any evidence of tumor recurrence or vertebral deformity.
Discussion general Features of enterogenous cysts
Enterogenous cysts account for only 0.01% of central nervous system tumors. Intraspinal enterogenous cysts can occur at any level of the spinal cord but are most commonly found in the lower cervical and upper thoracic spine. 9 A lumbosacral presentation is unusual; 8 only 36 cases have been reported in the English-language literature. Spinal enterogenous cysts are believed to originate from an anomalous embryological connection between the primitive foregut and the developing neural tube, probably in association with splitting or reduplication of the intervening notochord. 11 This results in various malformations whose severity depends on the degree to which abnormal communication persists. Vertebral abnormalities, including spina bifida and vertebral body defects, are found in about 50% of patients with spinal enterogenous cysts. 1 Most lesions are situated anteriorly within the spinal canal and thus may communicate with a mediastinal or abdominal cyst through a defect in the vertebral body. 13 In our patient, no associated malformations such as vertebral anomaly or mediastinal or abdominal cyst were found. In a review of pediatric cases, the most common signs and symptoms of enterogenous cysts were compression of the spinal cord (75% of cases), paresis of a cranial nerve (12.5%), meningitis or infectious syndrome (12.5%), and intracranial hypertension (6%). Overall, 37.5% of patients presented with bone malformations, 25% with cutaneous anomalies (dorsal meningocele, hairy patch, cutaneous hemangioma, and subcutaneous mass), and 18% with other malformations (clubfoot, rib and thorax anomalies, and abdominal anomalies). 5 Our patient presented with symptoms caused by intermittent compression of the conus medullaris and cauda equina. The symptoms depended on the cyst location and size.
Mechanism of Mobility and size Fluctuation
To our knowledge, this is the first reported case of a mobile spinal neurenteric cyst. In all previous case reports, the cysts were immobile and the symptoms were progressive. 3 The natural history and factors responsible for cyst growth are unclear. Symptomatic expansion of enterogenous cysts may result from CSF accumulation in the cyst due to an osmotic effect after scarring and resealing of fenestrations in the cyst wall. 6 Recurrent manifestations of cord compression might be caused by periodic cyst rupture, intraluminal absorption of intracystic fluid, or changes in the osmotic pressure of cystic fluid. 7 In our case, we speculated that the cyst demonstrated repeated ruptures and resealing. Moreover, the cyst did not adhere to surrounding structures, which caused it to shift position in the spinal canal as the patient changed posture.
Differential Diagnosis
The differential diagnosis for transient myelopathy or compression of the cauda equina includes multiple sclerosis, epidermoid cyst, spinal lipoma, congenital dermal sinus tract, cystic intradural extramedullary tumor including schwannoma, and arachnoid cyst. Computed tomography and MRI are essential for prompt diagnosis. In the present case, an isolated intradural extramedullary cyst with an undetectable vertebral defect caused intermittent neurological symptoms. Our preoperative diagnosis was arachnoid cyst. It is difficult to differentiate enterogenous cysts from arachnoid cysts. Arachnoid cysts are not always attached to the surrounding cord, although such attachment is sometimes observed in enterogenous cysts. 7 Spinal enterogenous cysts are located ventrally, usually in an intradural and extramedullary position. They are isointense on T1-weighted images and hyperintense on T2-weighted unenhanced MR images. 11 Spinal arachnoid cysts are usually intradural, posterior to the spinal cord, in a low-or midthoracic region. They have the same intensity as CSF on T1-and T2-weighted images and show no contrast enhancement. 2 The clinical symptoms associated with enterogenous cysts and arachnoid cysts depend on the lesion site. Definitive diagnosis requires biopsy and histological examination. 1 The walls of arachnoid cysts have a meningeal structure and a complete absence of a columnar epithelial lining, which is a component of enterogenous cysts. Although enterogenous cysts are rare, they are curable with total excision. Hence, enterogenous cyst should be considered in the differential diagnosis of spinal intradural cysts or spina bifida occulta in children with radiculomyelopathy.
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